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Blind people face daily a stressful condition that they seek to better manage through the control of 
the surrounding environment. They prefer the maintenance of routines and the contacts with fa-
miliar people and frequentation of well-known places. We hypothesize that in people with a se-
rious visual impairment, the exercise of self-control, both as self-regulation both as coping of neg-
ative emotions, is significantly associated with the general tone of mood and can act as a protec-
tive factor with respect to the concern for their own health. The assumption underlying this study 
is that the levels of mood and self-rate of health concern are privileged indicators of the quality of 
life for blind people. 262 blind subjects were administered about personality inventory, scales for 
measuring resilience, the mood state, the anxiety about their health. Among the key findings, we 
noted that self-regulation was highly correlated to the mood of males, but only on the condition of 
acquired blindness, and that it could mediate anxiety levels with respect to their health. Self-es- 
teem was not found to be a protective emotional factor for blind subjects. The study opens up the 
need to further investigate the capacity of self-regulation on the emotional sphere of people with 
disabilities in order to create more effective intervention programs to enhance the adaptive ca-
pacity of the subject. 
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The loss of vision requires a significant psychosocial adaptation, a process with which many blind people are 




constantly fighting. The psycho-social impact of blindness and visual impairment is deep, as evidenced also by 
the high risk of depression, with high levels of emotional stress, and the negative impact on quality of life and 
overall health status. The visual impairment is usually associated with particular psychosocial conditions such as 
isolation, cognitive impairment, increased dependency on others, low self-assessment of health status, depres-
sion (Macfarland, 1966).  
The visual limitation can increase the sense of vulnerability especially in the elderly, making them feel con-
fined and imprisoned in their houses, deprived of important social interactions; this leads to some cases of de-
pression, alcohol abuse and also of other substances (Graham & Schmidt, 1999). 
Generally the blind from birth seem more adapted to their condition and they show greater confidence in their 
own ability in carrying out every day practices, such as the use of public transport (buses, trains and subways); 
they also appear further integrated within a culture blind (Heyl & Wahl, 2001). 
At contrast, those who become blind as a result of a sudden event (illness or injury), become immediately 
aware of a rapid transition to status of an individual considered generally unable to perform even simple tasks 
and activities. Living with an important functional limitation such as sight, constantly imposes the task of pre-
serving the residual skills. It also includes the exposure to risks and challenges when coping strategies cease to 
function, or for a deterioration of functional limitation or because of environmental barriers outside the control 
of the subject. The work of adaptation could be represented as a route consisting of several phases (recognition, 
exploration, re-acquisition, maintenance) but not necessarily a continuous process from one step to another (the 
length may be longer or shorter and in some cases the subject may stop and go back) (Bergeron & Wanet-De- 
falque, 2013; Diotaiuti, 2011). 
Blind and visually impaired people live in a naturally stressful condition, which are constantly engaged in re-
search and conservation of the control of environmental conditions, with a preference for the maintenance of 
routine and relations with familiar people and well known places. It is possible to find an explicit or implicit fear 
in front of the possibility of unexpected change of stable frames of reference. Many have learned by the time 
how to best manage this fear, however, that re-emerges with all its anxiety, in cases of emergency or sudden 
change (Verstraten et al., 2005). Blind people who are more ready often react to the frustrations with outbursts of 
anger; this is a positive factor because it means an orientation to the relationship that allows individual to direct 
the stress. Others, however, are closed in themselves, in a completely passive way, excluding the possibility of a 
reaction externally oriented.  
The risk of depression, especially in elderly blind and visually impaired people can be reinforced by other 
factors, such as the negative perception of the quality of life, poverty and other health problems less important 
than visual impairment (Kemp, 2000). Depression is manifested by changes in mood and behavior, lack of mo-
tivation, digestive problems, weakness, persistent irritability and sadness, deficit in memory and inability to 
properly relate to others (De Leo et al., 1999). For some people alcohol abuse may be a form of adaptation and 
coping with the new disability and may provide temporary relief but actually this increases social isolation over 
time and weakens coping skills, influencing the onset of new health disorders.  
Perceptions of self-efficacy play a key role in the management of chronic diseases. They will determine 
whether an individual will seek to implement new behaviors strongly oriented to health (Holman & Lorig, 1992; 
Clark & Dodge, 1999). Lazarus and Folkman (1984) have identified two general types of coping. The first is de-
fined problem focused coping and can be referred to the efforts made by patients to manage stress, actively in-
tervening to change the source of stress. This strategy includes the problem definition, generation of alternatives, 
evaluation of alternative situations. The second type of coping is instead focused on emotions, including at-
tempts to reduce or manage the emotional stress associated with the situation. This strategy involves minimiza-
tion, distancing, selective attention, positive comparisons, looking for positive values in negative events, self- 
illusions, avoidance. 
The problem-focused coping strategies are used when individuals consider the event modifiable or managea-
ble, and when individuals recognize that the situation should simply be accepted, and they are likely to use emo-
tion-focused strategies. This approach stresses that the way in which the patient reads their condition will influ-
ence the type of coping used, which in turn will determine whether an experience of psychological stress or ac-
ceptable quality of life will take place (Lazarus & Folkman, 1984). The relationship between the evaluation of 
the disease, coping and adaptation is central in another model called social cognition model of self-regulation 
(Cameron & Leventhal, 2003). The adjustment involves a modulation of thought, affect, behavior, attention, or 
the intentional use of specific mechanisms or automatic supportive meta-competencies. The self-regulating 




processes start when the subject is prevented from routine activity or when the orientation of the object changes 
its salience (e.g. the occurrence of a challenge, the failure of usual action models) (de Ridder & De Wit, 2006). 
Various studies have emphasized the role that the subjective salience may have in the ability to exercise self- 
control, and identified the mechanisms and strategies through which self-control can be activated in order to 
protect subject’s important goals (van der Pligt & de Vries, 1998; Levine, 2010). 
In the light of these considerations, we hypothesize that people with a visual impairment the exercise of self- 
control (both as a self-regulating, both as an exercise in the management of negative emotions) is significantly 
associated with the general mood tone and can act as a protective factor with respect to the concern for their own 
health. The assumption underlying this study is that the levels of mood and their health experience are privileged 
indicators of the quality of life for blind and visually impaired people. A well-known risk factor for mental 
health disorders frequently associated with many visual slow but progressive degeneration, is the so-called syn-
drome of the sword of Damocles. The individual lives in a constant state of anxiety and concern for their health 
but the greatest anxiety is due to the idea that, sooner or later, the residual vision will fade to make the person 
completely blind (Hayman et al. 2007). In this sense, individuals evaluate events as uncontrollable, feeling at 
their mercy and become passive, resigned, anxious and depressed. A positive mood disposition, especially the 
optimism, produces a significant increase in subjective well-being, understood also as favorable evaluation of 
their own existence (Wrosch & Scheier, 2003).  
According to Fredrickson (2001) the effects of positive emotions consist not only in the creation of a state of 
subjective well-being, safety, adaptation to their ecological niche, but would also serve to inhibit the harmful ef-
fects produced by negative emotions. They are therefore a kind of antidote to adverse outcomes generated by 
negative emotional experiences.  
For this reason, we believe it is important to identify elements whose presence may facilitate the persistence 
of positive mood states. Self-control as well as to facilitate adaptation may prove to be associated with positive 
mood states.  
Among different components of the self-control we have considered in particular the self-regulatory skills, the 
ability to cope with negative emotions, and resilience. 
To sum up among the main goals we have set in our study is investigating relationships between personality 
features of blind subjects (such as self-esteem, social desirability, self-regulation, resilience and ability to cope) 
with the levels of mood and feelings of concern related to their health state. 
2. Methodology 
2.1. Participants 
262 blind subjects randomly selected from the Italian centers of the “Italian Union of Blind and Visually Im-
paired” (Unione italiana dei Ciechi e degli Ipovedenti-UICI): 154 males and 108 females, with an average age 
between 46 and 60 years old. 
2.2. Instruments 
1) Multidimensional Personality Profile (MPP) standardized by GV Caprara et al. (2006). It is a tool that al-
lows highlighting the skills of individual adaptation to life situations, even enabling to get any indication about 
future behavior in terms of psychological well-being. In particular, the key areas of personality measured by 
MPP are five: 
a) Agency: Enforcing their views, setting itselves ambitious goals, to know how to lead and motivate others, 
in conducting its activities with vigor and alertness. It consists of: Identification, Ambition, Leadership, Busi-
ness. 
b) Social and emotional intelligence: Individual skills that manifest in empathy, emotional intelligence and a 
general trusting orientation toward others and relationships. The related sub-dimensions are: Empathy, pro-so- 
ciality, Sociability, Interpersonal Trust. 
c) Self-regulation: Individual skills related to the planning and persistence in achieving a goal, self-discipline 
meaning both self-reflexive organization skill and tenacity to success. It is divided into sub-areas: Action- 
oriented, Tenacity, Reliability, Accuracy. 
d) Coping Ability (in critical situations): Emotional balance as mood stability, the efficient management of 




stress, frustration and adversities, in the management of negative emotions, and the resilience and strength 
against events that cause discomfort and disappointment. It consists of: Emotional balance, Stress Management, 
Management of negative emotions, Elasticity/Resilience. 
e) Innovation: This dimension is embodied in the interest and curiosity about cultural activities and individual 
skills such as creativity and the pleasure towards new situations and solutions. Next to the five areas above, 
there are four scales for examining self-presentation: Self-esteem, social desirability, “Machiavellianism”, man-
agement of their thought (about the others). 
2) Resilience Scale for Adults―RSA (Friborg et al., 2005) consists of 33 items distributed across six factors 
measured through three subscales: social skills, structured style and personal strength that is in turn made up of 
two factors, self-perception (how the individual perceives his current skills and strengths) and planning for the 
future (how the individual sees the opportunity to achieve their goals in the future). The support and family co-
hesion and external support are measured respectively by the family cohesion subscale and the subscale social 
resources. 
3) To estimate the level of mood owned by individuals (humoral self appraisal) we have created a self-as- 
sessment checklist on a 6-point Likert scale in which the subject was asked to define his level of humor. The 
points of the scale were coded as: a) extremely low; b) low most of the time; c) more low then high; d) more 
high then low; e) in a good mood; f) excellent mood. It was required the subject to refer to the two weeks pre-
ceding the interview. 
4) For the estimation of concern for their own health, we created a self-assessment checklist on a 6-point Li-
kert scale in which the subject was asked to indicate how much his state of health aroused concern. Respectively, 
the points of the scale were coded as: a) for nothing; b) a little; c) enough; d) a lot; e) very much; f) enormously. 
All the instruments described above were administered orally by properly trained operators.  
2.3. Procedure  
The specific conditions of the protagonists of the investigation led to the administration of the instruments by 
interviewers specifically trained in order to don’t distort detection. The meetings took place in presence, at home 
or in the associative structures, by appointment, in which each respondent was available for an hour, specifically 
and exclusively for the survey. 
Participants were informed about the aims of the study and their participation was free. The questionnaires 
were anonymous and self-administered. The study protocol complied fully with the guidelines of the Ethics 
Committee of the Cassino University of South Lazio and was approved by the Institutional Review Boards in 
accordance with local requirements. It was conducted in accordance with the Good Clinical Practice guidelines 
and the Declaration of Helsinki (1964) and subsequent revisions. After receiving information about the study, all 
the subjects provided written informed consent.  
2.4. Statistical Analysis 
The analyzes were conducted with the statistical package SPSS (version 20.0). When the studied variable had a 
normal distribution in the population from which the sample was extracted, we used the Student’s t test to com-
pare two independent means. When the studied continuous variable had not a normal distribution non-parame- 
tric tests were used. Significance level was set at p < 0.05. 
By subjecting all 152 items of the scale MPP to Reliability Analysis, the validity of the model used was con-
firmed, which has positive indices of reliability: Cronbach’ alpha = 0.89. Even the RSA was confirmed to be a 
reliable scale with good internal consistency demonstrated by Cronbach’s alpha values of 0.79, while among the 
six factors, the range is from 0.67 (structured style) to 0.81 (self-perception). The correlation of the 33 items of 
the subscales is high. In order to examine the structure of the MPP and RSA used in this study we used the Prin-
cipal Components Analysis (PCA) of the correlation matrix of the questions which compose the scales. In order 
to identify which questions more represented by which component we used as a criterion with a factor loading 
greater than 0.4. For the inclusion of a question in the model to be submitted to the Principal Components Anal-
ysis we used as a criterion the coefficient of determination (R2) greater than 0.15. 
3. Results 
As a first instance, we found that the overall sample of the blind compared with the normative, had high scores 




on the social desirability scale MPP. The scores of these subjects were all within high range. The women re-
ported an average score of 61, the men of 60. With regard to the dimension of self-esteem, the scores of women 
fell within average range, while the scores of men fell within low range. With regard to the dimension of self- 
regulation, the scores obtained from both genders were part of the low range. With regard to the coping ability, 
for both males and females, scores fell within average range. 
We examined then whether the condition of the onset of the disease (blind congenital or acquired), for N = 
262 (Males: 154, Females: 108), average age = 54.95, born blind and blind acquired: 122 and 140, was signifi-
cantly associated with levels of mood self-appraisal. Statistical analysis revealed no significant differences in the 
mood levels in function of the condition of onset disease. We then verified the scores of self-regulation and the 
coping ability, as measured by the MPP according to the condition of the subjects. For both males and females, 
there were no significant differences on the scale of self-regulation and the coping ability among those blind at 
birth and those acquired. We then compared the group of subjects with positive mood with those with negative 
mood. There were statistically significant differences regardless to the condition of onset of disability and gend-
er to the scores of the scale of coping ability. Positive mood: 76.8; negative mood: 71.8 (Sig, 0.001) (See Figure 
1). The same significant differences emerged between the group that showed high concern for their health and 
the group who reported low levels (high concern group with a mean 72.9 and 75.8 the mean for low concern 
group―Sig, 0.013) (See Figure 2). 
Comparing male subjects with positive mood and those with negative mood, there were statistically signifi-
cant differences (Sig, 0.001) in average scores on the scale of self-regulation: positive mood 77.4; negative 
mood 73.9 (See Figure 3) and on the scale of resilience (RSA) (Sig, 0.002; 132 positive mood, negative mood 
115) (See Figure 4). 
Depending on the onset disease condition, only for males with acquired blindness, there was a significant dif-
ference (Sig, 0.001) to the scales of self-regulation (78 positive mood, negative mood 73) (See Figure 5), resi-
lience (131.2 positive mood, negative mood 111.2) (See Figure 6) and coping ability (76.9 positive mood, nega-
tive mood 72.6). 
For females there was a significant difference (Sig, 0.01) to the scale of resilience (RSA): average score of 




Figure 1. Ability to cope and mood.                                            
 
 
Figure 2. Ability to cope and health anxiety.                                     





Figure 3. Self-regulation and mood in male blind.                                 
 
 
Figure 4. Resilience and mood in male blind.                                     
 
 
Figure 5. Self-regulation and mood in males acquired blind.                        
 
 
Figure 6. Resilience and mood in males acquired blind.                             
 
Another interesting information emerged by analyzing the sample of males born blind. In this group there 
were no significant differences to the scale of social desirability, among those who reported a positive mood than 
those who reported a negative mood (positive mood: mean 27.65―negative mood: mean 23.37; Sig, 0.05) (See 
Figure 8). 





Figure 7. Resilience and mood in females acquired blind.                            
 
 
Figure 8. Social desirability and mood in males blind from birth.                     
 
By analyzing the sample in function of the concern about their health status, statistically significant differenc-
es appeared in average scores on the scale of self regulation. Those who showed high levels of concern about 
their own health status reported an average score to the scale of self-regulation significantly lower than those 
who showed low levels of concern (mean worried 74.9―not worried mean 76, 9; Sig, 0.01) (See Figure 9). 
Nevertheless, considering the variable self-esteem, there were no significant differences between those who 
showed high levels of concern for their health and those who showed low levels of concern (See Figure 10). 
We then examined whether there were any significant differences in the scale of self-esteem among those who 
reported a positive mood and those who showed a negative mood. Considering the overall sample, according of 
both the gender and to the onset of disability, no statistically significant differences emerged (See Figure 11 and 
Figure 12). 
4. Discussion 
In the literature, self-esteem is universally considered a factor that mediates the impact of negative events on 
emotional life, promoting the activation of individual resources, that are useful to the preservation of the Self 
(Mann et al., 2004; Cott et al., 1999). In our study however the findings suggest to reconsider this proposal. In 
fact, among the blind population, considered in all experimental conditions and in spite of the gender, there were 
no significant correlations in this regard. This leads us to reconsider the weight of the dimension of self-esteem 
in emotional experience for blindness. 
For all subjects, coping ability and resilience emerged as the most important personality characteristics for the 
process of mediation of emotional states, such as mood appraisal and levels of anxiety related to health status. 
By contrast, the ability of self-regulation has been shown highly positively related to mood among males, but 
merely in the condition of acquired blindness. This condition may reflect a particular experience of loss, in 
which the subject is required a greater ability to adapt and emotional and cognitive restructuring. This may be 
the reason why the skill of self-control plays a decisive role on the mood status. Positive mood would be pro-
moted by the skills of individual self-regulation, even in the context. On the other way, for males who born blind, 
mood status was found to be associated with social desirability. It is evident that those who reported high score 
to the scale of social desirability, also reported a positive mood. 





Figure 9. Self-regulation and health anxiety.                                        
 
 
Figure 10. Self-esteem and health anxiety.                                        
 
 
Figure 11. Self-esteem and mood in acquired blind.                                
 
 
Figure 12. Self-esteem and mood in blind from birth.                              
 
The ability for self-regulation would appear to be crucial to mediate the experience of anxiety related to per-
ception of individual health status. In this case, it is shown that those who have high ability for self-regulation, 




feel less concern about their state of health. Even in this case, self-esteem levels don’t seem to have any influ-
ence. The study open to the need to further investigate the weight of the ability for self-regulation on emotional 
life in people with visual impairments, introducing also experimental conditions in which it is possible manipu-
late the levels of self-regulation, in order to produce intervention programs that are more effective to enhance 
individual ability of adapt.  
5. Conclusion 
The resilience and the coping ability were found to be protective emotional factors for the subjects in all expe-
rimental conditions. For males, the ability for self-regulation may be an important factor in order to protect the 
emotional experience among subjects in condition of acquired blindness, resulting in better levels of mood and 
quality of life. The ability for self-regulation may mediate anxiety levels concerning to their health. For women 
with acquired blindness, self control is not a factor of emotional protection. For males born blind, positive mood 
is associated with social desirability. In contrast to resilience, the ability for self-control is not related to mood 
levels in subjects with the condition of congenital blindness. In our study, self-esteem was not found to be an 
emotional protective factor in blind subjects. Based on the findings, we believe in agreement with Kef (2002), 
that a program of interventions aimed to strengthen social skills would produce significant improvements in 
well-being of these subjects. However, the work on social skills might not be quite enough to support the 
process of adaptation and well-being of the person who is blind or visually impaired. It would be appropriate to 
support and encourage the development of self-determined behavior, or the ability to define important goals for 
themselves and the ability to take the initiative to achieve those objectives. Educational and training interven-
tions aimed at enhancing the intrinsic aspects (not just instrumental) of the motivations underlying the actions 
taken by individuals who are blind and visually impaired people may actively contribute to break the circuit of 
relational dependency and passivity that often characterize their sphere of social contact. When subjects take 
part in activities that they have freely chosen and over which they exercise control, intrinsic motivation increases 
and the level of perceived well-being with it. Through an intrinsically oriented motivation the interest among the 
activities, the need of competence, and the self-realization will persist even after reaching the goal (Deci & Ryan, 
2002). All this can contribute to the persistence of positive mood states. 
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